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Staled Meeting, October it, 1905. 

The President, Dr, Howard Liuenthal, in the chair. 


PLASTIC OPERATION FOR ENTIRELY NEW LOWER LIP. 

Dr. Robert IT. M. Dawbaun presented a man, 55 years old, 
who was operated on for an extensive epithelioma of the lower 
lip. The disease had symmetrically involved both sides of the 
lip, and the induration extended almost a centimetre beyond the 
angle of the mouth on either side. It was necessary, therefore, 
in order to correct the defect, to supply tissue amounting to one 
and one-half times the size of the lower lip, and this had been 
done with a result that was almost perfect, together with an 
excellent vermilion border. 

The case was shown to illustrate the superiority of the 
Dowd modification of the original Malgaigne plastic operation 
for restoration of the lower lip. In the Malgaigne operation, 
two nearly parallel and almost horizontal incisions were made, 
the upper one running backwards from the angle of the mouth, 
and the other from a point the depth of the lip lower, but not 
extending further than the edge of the jaw bone; and in order 
to overcome the slack in the check, a triangle of tissue was 
removed from the extreme rear end of the upper horizontal line. 
Dowd, on the contrary, removes a triangle at the bottom of the 
groove running from the ala: nasi, so that its excision was not 
perceptible, whereas in Malgaignc’s operation it was very much 
so. Another objection to the latter’s method of operation was 
the liability in making this little triangle to cut Stcuson's duct. 
Dowd carries bis lower incision well beyond the end of the lower 
jaw, thus enabling him to clear out the submaxillary space, a 
point which should never be neglected in these cases. 
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In both of these operations, Dr. Dawbarn said, one did not 
at first cut entirely through the check into the mouth, along the 
upper line, but dissected up the mucous membrane sufficiently to 
form a vermilion border to the new lower lip. 

ELASTIC OPERATIONS FOR EXSTROPHY OF THE BLADDER 

Dtt. 13. Farquiiar Cuicris presented a boy, who was ad¬ 
mitted to St. Luke’s Hospital in November, 1900, with complete 
exstrophy of the bladder and epispadias. The patient was at 
that time 26 months old. There was no hernia; the skin was 
normal; there was a slight diastasis of the pubic hones. The boy 
was operated on November 20, 1900, by the Czerny method. 
The mucous membrane was dissected up on the upper and lateral 
margins, turned in, and sutured across the everted bladder, con¬ 
verting the latter into a cavity that was open from below. A 
bridge-dap left attached at both ends was cut on each side and 
slid towards the middle line, their inner borders being sutured 
together across the raw surface of the mucous membrane. The 
sutures in the mucous membrane did not hold, and the daps sepa¬ 
rated in the middle line, but the area of exposed mucous membrane 
was much reduced. 

On December 20, 1900, Thiersch’s method was tried, two 
lateral bridge-flaps being dissected up and allowed to granulate. 
O11 January 29, 1901, one end of each dap was divided, and they 
were then sutured together across the bladder, the granulating 
surfaces being turned inward. Minor operations, such as fresh¬ 
ening the edges and suturing, were done at intervals during the 
next six months, securing a covering for the upper two-thirds of 
the bladder. An attempt at covering the urethra was also made, 
resulting in obtaining a bridge of skin across it at the base of the 
penis, about a quarter of an inch wide. 

On October 30, 1902, the redundant foreskin, hanging like 
an apron below the glans, as is usual in epispadias, was perforated 
by a scalpel in the middle of its base; through this opening the 
penis was drawn and the foreskin was then turned up over the 
lower part of the bladder, its inner surface being turned inward. 
Its edges were freshened and united by suture to the edges of the 
skin-flaps covering the upper part of the bladder. Several minor 
suturing operations were needed to close some gaps which formed, 
and to unite the lower border of the turned-up foreskin-flap to 
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the little bridge of skin across the base of the penis. This resulted 
in a complete covering of the bladder, with one pin-hole fistula 
remaining. 

On September 7, 1905, the boy, now 7 years old, returned 
with a calculus almost filling the bladder cavity. This was 
removed by crushing. The small fistula still remained. The 
entrance to the bladder at the root of the penis admitted a 30° F. 
sound. The skin was healthy. The cavity of the bladder would 
hold from twelve to eighteen fluid drams. The penis was grow¬ 
ing; the testes were normal. 

Later on, Dr. Curtis said, an operation for the relief of the 
epispadias would probably enable him to fit a convenient urinal 
over the penis. With proper irrigation, lie thought the formation 
of further calculi could lie held in check. 

Dn. Lii.iuntiiai. said lie could not recall a single ease of 
exstrophy of the bladder where the patient’s condition could be 
regarded as enviable even after the most favorable operative 
results. In a ease that was shown at a meeting of the Surgical 
Section of the Academy last spring by Dr. Ramon Guitcras there 
was very great improvement after the operation, and the patient 
was able to bold about three ounces of urine. In that instance, 
the good result was apparently entirely due to the fact that for a 
time subsequent to the operation, ureteral catheters were kept 
in si/11, thus preventing the parts from being constantly bathed 
in urine. Even in that ease, however, the patient’s condition was 
so far from normal that his state was not a happy one. 

Dr. Lilicnthal said that some years ago he had suggested the 
following operative procedure in dealing with these eases: Leav¬ 
ing the bladder alone, he would make an end-to-end anastomosis 
between the ileum and the first part of the ascending colon, 
and then, after thus completely excluding the ctccuin and part 
of the colon, he would implant the ureters into it, and possibly 
make use of the appendix as a urethra, passing the appendix out 
at the external wound and twisting it to insure a sphincter-like 
closure. This method, he thought, would be preferable to 
Frank's operation of implanting the ureters into the rectum. 
If it was found impracticable to implant both the ureters into 
the ctccuin, the right might suffice, subsequently removing the 
opposite kidney. The aseptic artificial bladder thus formed 
would be able to contain probably eight ounces of urine. 
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In the usual operation for exstrophy of the bladder, the 
danger of stone formation was always present, and there would 
probably be recurrence of that condition in the ease shown by 
Dr. Curtis. 

Dr. Curtis, in closing, said the best he could hope for 
in his case was to get complete union of the bladder to the 
penis, after the epispadias had been corrected. After repair of 
the urethra, the patient might be able to wear a urinal with 
some degree of comfort. He did not expect to get any muscular 
control over the bladder. These patients were in such a deplorable 
condition that it was absolutely necessary to attempt to do 
something for them. 

ABSCESS OF LIVER (RECURRENT) 

Dr. Charles I-I. Peck presented a man, 50 years old, 
a native of Austria, and a porter by occupation. He was ad¬ 
mitted to Roosevelt Hospital May 22, 1905. He stated that 
five years ago lie had been operated on at the German Hospital 
for abscess of the liver. The operation had resulted in com¬ 
plete recovery from his symptoms, and he had remained well 
(excepting for a slight ventral hernia in the cicatrix) until 
October, 1904, i.c., about four and a half years. He then began 
to suftcr from pain and increasing loss of fiesh and strength. 
O11 admission, he was extremely weak and emaciated; his tem¬ 
perature was high; his pulse rapid and weak. There was 
marked pallor, and he perspired freely. The leucocyte count 
was 13,000. The liver was enlarged and sensitive, but no localized 
bulging could be made out. On May 26, the day prior to his 
transfer to the Surgical Division of the hospital, he seemed mori¬ 
bund and unable to bear any operative procedure. His tempera¬ 
ture had ranged as high as 105°, with a pulse that could scarcely 
be counted. On the following day he was slightly stronger, and 
an operation was performed under a one per cent, cocaine anal¬ 
gesia. An incision was made through the thin wall of the 
hernia, close to the right costal margin, and the surface of the 
liver was exposed. Several punctures failed to find pus, but 
finally, by plunging the needle obliquely upward to a considerable 
depth in the right lobe, pus was withdrawn. Adhesions of the 
convex surface of the liver to the diaphragm were found at 
this point. 
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The abdoniin.nl incision was closed by suture and protected 
and a fresh incision made over the costal cartilages. Portions 
of the costal margin and of two cartilages were cut away, and 
the needle again thrust into the abscess through the diaphragm 
below the pleura. A grooved director followed by a slender 
dressing forceps was thrust into the liver alongside of the explor¬ 
ing needle, and from two to three pints of chocolatc-colorcd pus 
evacuated. A large drainage tube was then inserted and a 
dressing applied. The operation had occupied thirty-five min¬ 
utes, and at its conclusion the patient's condition was very poor. 
The abscess drained freely. The patient’s temperature remained 
below 100° F. after the first day; the diarrhcca from which he 
had suffered gradually disappeared, and his condition improved 
steadily. The abdominal wound healed by first intention. The 
patient left the hospital 011 June 17, 1905, with a discharging 
sinus. He had continued to gain flesh and strength, but the 
sinus had not yet entirely closed. A culture made from the pus 
proved sterile. 

Du. Dawuarn reported an almost exactly similar case that 
had come under his observation within the past year. The 
patient was a middle-aged woman who had been referred to him 
by Dr. Henry Moeller, of this city. The diagnosis rested be¬ 
tween liver abscess and some solid growth, presumed to be a 
sarcoma. A11 operation revealed the presence of an abscess of 
the liver, from which a litre and a half of moderately offensive 
pus was withdrawn. It was examined by Prof. F. M. Jeffries, 
and proved to be amteboid in its nature. The origin of the 
infection could not be traced. 

TYPHOID PERFORATION OF THE ILEUM; SUTURE. 

Du. Alexander B. Johnson showed two cases of this char¬ 
acter. The first was that of a girl of 12 years, who first came 
tinder observation about a year ago. She had been a patient in 
the medical ward of the New York Hospital, having been admitted 
on October 5, 1904, and was apparently in the latter part of the 
third week of typhoid fever. The Widal reaction was positive, 
and her history was that of typhoid fever. The ease pro¬ 
gressed without incident until the afternoon of October 10, five 
days after admission, when about 4 o’clock she began to suffer 
severe pain in the abdomen, and had three attacks of vomiting 
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during the next four hours. Her temperature rapidly rose from 
100.5“ to 105° F., with a rapid and feeble pulse. Her leucocyte 
count, which had been about normal, suddenly increased within 
a few hours to 6900, with a relative increase of the polymor¬ 
phonuclear cells. 

lhc following morning, when Dr. Johnson saw the patient, 
her general condition was quite good, but her abdomen was ex¬ 
tremely tender and somewhat rigid, especially so in the right 
lower quadrant. Her general symptoms had remained un¬ 
changed. 

Operation 1.30 P.M., eighteen hours after the first symptom 
of perforation had occurred. At this time the patient’s condition 
was not very good. She seemed to be suffering from acute 
sepsis, with a considerable degree of shock, and it was deemed 
advisable to do the operation in the most rapid manner possible. 
Upon opening the abdomen, which lie did through an oblique 
incision three inches long in the right iliac fossa, going directly 
through all the layers of the abdominal wall, lie found a con¬ 
siderable quantity of intestinal contents free in the abdominal 
cavity, together with some pus. A perforation about three mm. 
in diameter was found in the ileum, about a foot from the ctccum. 
It was closed by a purse-string suture of No. 8 silk, reinforced 
by a number of mattress sutures of silk placed in the line of the 
long axis of the gut. The peritoneal cavity was then irrigated 
with a warm saline solution, and two rubber tubes with gauze 
wicks were inserted down to the perforation. The wound was 
then closed, excepting where the drain made its exit. 

The operation was completed in fifteen minutes, and the 
patient reacted well. The temperature rapidly fell to normal, 
but, as was usual in these eases, it was followed by numerous 
rises, which were probably due to the typhoidal infection. The 
patient was discharged, cured, on November 17, thirty-seven days 
after the operation. 

The second patient shown by Dr. Johnson was a man, 25 
years old, who was under treatment at the New York Hospital 
for typhoid fever. On the forty-fourth day of his disease, when 
apparently convalescing, and after his temperature had been nor¬ 
mal for a week, at n o’clock in the morning he was suddenly 
seized with a violent pain in the abdomen. The pain was at first 
general in character, but subsequently referred more especially to 
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llic right lower quadrant of the abdomen. Three hours after the 
onset of his pain his temperature had risen to 102.8° and his 
pulse from 82 to 120. His leucocyte count, which previous to 
this time had been normal, rose to 12,000, with 82 per cent, of 
polymorphonuclear cells. 

When Dr. Johnson saw the patient, at 8 o'clock that even¬ 
ing, he appeared to be in a fairly severe condition of shock. The 
pulse was 144 and weak. The temperature was elevated; the 
belly was flat, and quite painful. There was considerable rigidity 
on the right side, more marked in the lower right quadrant. 

Operation September 6, at 8.35 i*.m. The abdomen was 
opened by an intermuscular incision. The peritoneal cavity con¬ 
tained a considerable quantity of thin, scro-purulcnt fluid, but no 
pus. A perforation of the ileum was found about six inches from 
the cxcum, and as the ileum was withdrawn through the abdom¬ 
inal wound it burst, and there was a squirt of intestinal contents. 
The Payer's patch and the surface of the intestine were coated 
with fibrin, and apparently adhesions had formed to such an extent 
that very little, if any, of the intestinal contents had previously 
escaped. Irrigation was therefore considered unnecessary. The 
perforation was closed as in the previous ease, and a small cigar¬ 
ette drain inserted. The operation was completed in twenty 
minutes, and the patient made a normal convalescence. 

Du. Curtis asked Dr. Johnson why, in these eases, he pre¬ 
ferred the lateral incision to the median one? Personally, lie 
preferred the intermuscular incision whenever possible, but he 
would rather hesitate to resort to it in eases of this character be¬ 
cause it was so small that it might prevent the thorough toilet 
of the peritoneal cavity. 

Dr. Johnson, in reply to Dr. Curtis, said lie had no definite 
reason for making the incision as lie did, excepting that in all 
eases of that kind that lie had operated on the perforation was 
quite readily reached by finding the catcum and pulling out the 
ileum. It seemed to be a perfectly satisfactory and convenient 
way of getting at the ileum, and he thought it helped expedite 
the operation. In the ease of the little girl, the patient was on 
the table only ten minutes. 

Du. Dawiiarn remarked upon two points mentioned by Dr. 
Johnson: First, that the perforations were closed by a purse- 
string suture reinforced by mattress sutures; and second, that 
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catgut was used in one case and silk in the other. Dr. Dawbarn 
said that so far as lie knew, lie originated the purse-string suture 
for roundish holes in the bowel, and lie never has known of an 
instance of this kind nor in appendix work where it was neces¬ 
sary to reinforce the single purse-string suture. By leaving out 
the mattress sutures in the eases reported by Dr. Johnson, several 
minutes might have been saved, and time, in operations of this 
character, was a most important factor. In a discussion of this 
subject at a meeting of the Surgical Society ten years or more 
ago. Dr. John A. Wyeth had told Dr. Dawbarn, who chanced not 
to have been present, that he and all the other members then 
present had agreed in favor of the interrupted suture, their objec¬ 
tion to the continuous suture being that after the belly was closed, 
and peristalsis being promptly renewed, one of the continuous 
sutures might tear out as the result of that peristaltic action, 
hence permitting leakage by a gaping of the whole wound. Dr. 
Dawbarn said he prevented such an accident by quieting the intes¬ 
tines with morphine—using the " morphine splint.” Upon this 
point the real safety of continuous gut-suturing depends. And 
as compared with any interrupted plan it is a great time-saver. 

In regard to catgut, the speaker said lie would prefer never 
to use it in gut work unless it was both very fine and chroinicizcd, 
as he feared that the activity of the peritoneal secretions might 
cause it to become absorbed too soon. The proper suture ma¬ 
terial, as demonstrated many years ago by Dr. Willy Meyer, was 
linen, silk or cotton, which was so well tolerated in the bowel wall. 
And since linen is the strongest, size for size, and is not weak¬ 
ened by boiling, as silk is, it seemed to Dr. Dawbarn that we 
have in surgery no good reason for using silk or cotton,—except 
where we cannot procure linen thread of the desired size. 

Du. Lilientiial said that in dealing with an emergency like 
that in the two eases reported by Dr. Johnson, the operator should 
have a well-defined idea of his method of procedure, and the 
speaker thought there was every reason for preferring a lateral 
incision to a median one. The incision he resorted to in these 
cases was through the outer part of the rectus, the same as that 
through which he removed the appendix. The advantage of the 
lateral incision was that through it one could easily reach that 
part of the ileum which was almost invariably, if not invariably, 
the seat of the perforation. From four to six feet of the ileum 
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could lie drawn out through such an incision and carefully 
examined, which should always he done, as multiple perforations 
might he present. Cases were on record in which there were 
perforations or threatened perforations in the exeunt and neigh¬ 
boring colon, and those could not be readily reached through a 
median incision. The speaker said lie had operated on five of 
these eases of perforation of the ileum, and in every instance the 
operation was speedily completed through the incision in the right 
rectus. In chronic cases, with abscess, the incision should be de¬ 
termined by the probable site of the lesion. 

In Dr. Johnson's first ease, the operation was done eighteen 
hours after the onset of the symptoms of perforation, and no 
adhesions were found. That fact, the speaker said, was an indica¬ 
tion that the infection was purely typhoidal and not mixed in 
character, as with the latter type adhesions rapidly formed. The 
former class of eases were the most favorable. 

I11 regard to the early diagnosis of typhoid perforation, Dr. 
Lilienthal said the medical men still needed some training. They 
should not wait for a sudden drop in the patient’s temperature, 
but rather for a sudden rise, accompanied by pain in the belly. 
In any case where there was a probabi' ty or even possibility that 
a perforation might occur, notably in the ease of abdominal dis¬ 
tention, the surgeon should he kept within call. 

Dr. CiiARi.es H. Peck said lie had operated on three cases 
of typhoid perforation during the past summer. In all the eases 
the perforation had occurred during the heighth of the fever, 
before the end of the third week. All three were operated on 
within five hours after the onset of the symptoms of perforation, 
and one of them within two hours. All three cases resulted 
fatally. The incision made was that known as the Kammerer 
incision, near the outer border of the right rectus, and the per¬ 
foration was located without difficulty. The duration of the 
operation in one ease was about twelve minutes; in the others 
eighteen and twenty-five minutes, respectively. One of the patients 
lived for ten days after the operation; in the others there was no 
abatement of the typhoidal symptoms, and the patients died within 
three days after the operation. The speaker said that while he 
had seen the cxcum extensively involved in typhoid, he had never 
seen any perforations in that section of the gut. 

Dr. Lilienthal said that even taking it for granted that 
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there were no perforations in the ciecuin, that organ and the 
fixed part of the ileum could not be reached through a median 
incision without an undue amount of traction on the inflamed 
ileum. 

DR- Curtis said that an incision along the outer side of the 
rectus would answer the same purpose as a median one, as far 
as rapid closure of the wound was concerned. What lie objected 
to was an oblique incision through the muscular structures. 

EXCISION OF ASTRAGALUS AND TENDON GRAFTING IN 
CLUB-FOOT. 

DR- Robert H. M. Dawbarn presented a young man of 20 
who was operated on by Dr. Dawbarn at the Polyclinic Hospital 
on April 4 of this year. He was born with extreme cquino-varus 
club-foot on the left side, and when eighteen months old had an 
attack of anterior poliomyelitis, with resulting permanent paraly¬ 
sis of all the group of muscles on the front of the leg—those sup¬ 
plied by the anterior tibial nerve. Dr. Dawbarn said that the 
result of the operation in this case, which was ideal, was prac¬ 
tically identical with that in another adult case which he had 
showed here about two years ago, excepting that the latter case 
did not require tenoplasty. 

The steps of the operation were as follows: First, the 
astragalus was excised through a semilunar incision curving be¬ 
low the external malleolus; next, through a semilunar incision, 
but on the inner side of the foot and ankle, about one-fourth of 
the thickness of the tendo Achillis was detached from its inser¬ 
tion and split up until the muscular portion of the gastrocnemius 
and solcus was reached; next, the remaining three-fourths of the 
tendo Achillis was divided opposite about the level of the lip 
of the inner malleolus to overcome the cquintis part of the club¬ 
foot—the astragalus excision having overcome the varus, so that 
now, without any effort whatsoever, a normal position of the foot 
could be produced by the surgeon’s hand. But, because the 
patient would upon recovery have stubbed along, being wholly 
unable to raise his toes, the extensive tendon grafting described 
below was done. 

Making use of the non-paralyzed post-tibial nerve, the strip 
from the tendo Achillis already named was now brought for¬ 
ward well in front of the internal malleolus by a free dissection 
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of the skin-flap upon the instep and passed through a slit in the 
tibialis anticiis tendon, and a second at right angles to the first slit. 
Through similar slits in the tendon of the extensor proprius hal- 
licis, and finally, through that of the innermost one of the ex¬ 
tensor tendons of the four lesser toes. At each of these pierced 
tendons the stout piece of tendo Achillis was secured by the finest 
chromicizcd catgut. The slits were so placed as to he highest 
in the tibialis anlicus tendon, and a little lower in the others, in 
the order named, for obvious reasons. 

Next, to make use of the noil-paralyzed musculocutaneous 
nerve, through the incision from which the astragalus had been 
excised the peroneus brevis was severed at its insertion into the 
calcancum. This, though a weak and slender tendon, was chosen, 
rather than the peroneus lougus, because the latter, if divided, 
would have been bad surgery, tending by its absence toward a 
reproduction to some small degree of the varus. The peroneus 
brevis was carried well in front of the external malleolus by free 
skin dissection, and was passed through slits made in the tendons, 
(as already described) of the extensors of the outermost three 
toes. 

Healing was secured under a single dressing. The space 
formerly occupied by the astragalus was filled by " Schedc’s moist 
blood clot,” and upon removal of the plastcr-of-Paris splint at 
the end of six weeks there was found a movable and painless 
false joint, as was regularly the case where asepsis was main¬ 
tained. 

With constant practise this patient could now not only walk 
with entire comfort and no trace of club-foot, but lie could for 
the first time in his life move his toes, and that freely. Because 
of the poliomyelitis in infancy, the alTccted limb was somewhat 
shorter than its fellow; otherwise, no limping whatever would 
be observable. 

Dr. Dawbarn added that in his opinion, in extreme cases of 
this type of club-foot, after infancy, the operation of astragalus 
excision plus tendo Achillis section was far preferable and more 
in accordance with good surgical principles than the foot-crush¬ 
ing and moulding methods, such as that employed by Dr. Lorenz. 

Dr. Dawbarn reported, in conclusion, his only bad result by 
the method advocated. This was his first operation by this plan, 
in the person of a stout, middle-aged woman. After operating, 
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and while applying the plaster-of-Paris, the assistant was in¬ 
structed to hold the foot in normal position and at right angles 
with the leg. Dr. Dawbarn neglected to observe that the weight 
of the leg caused it, unsupported, to drop back, so that the heel 
did not project backwards far enough—as the event showed— 
cither for comfort in walking or for a good and normal appear¬ 
ance. Of course, this blunder is easily preventable, and is only 
mentioned as being the one most likely to spoil the outcome, next 
to a break in the chain of asepsis. 

LATE SECONDARY CARCINOMA WITHOUT LOCAL RE¬ 
CURRENCE. 

Dn. B. 1 * arquhak Curtis read a paper with the above title. 

Dr. Charles N. Dowd said that among his cases of car¬ 
cinoma of the breast lie had found the records of nine instances 
where mctastascs had occurred without local recurrence at fairly 
long periods after the operations. Three of these were in the 
spinal cord, three in the lung, two in the liver and one in the 
stomach. The longest period of immunity was five and a half 
years, while one of the mctastascs occurred within six months 
after the operation. The average time was about three years. 

Dr. Dowd said lie could indorse Dr. Curtis's statement in re¬ 
gard to the comparative comfort enjoyed by a patient with an in¬ 
ternal metastasis as contrasted with the suffering caused by a 
breast cancer. The suffering caused by mctastascs in (lie lung 
or liver or stomach was far less than that produced by ulcerating 
masses in the breast or upon the adjacent chest wall. The pa¬ 
tients with special growths, however, suffered severely. 

Dr. John B. Walker mentioned three cases of carcinoma 
of the breast in which there had been late recurrences in other 
organs. In two of them the recurrences took place in the medias¬ 
tinum, six and nine years, rcspcclivcly, after the original opera¬ 
tion. In the third case the recurrence was in the liver four 
years after the operation. 

Dr. Dawbarn said that the first case upon which he had 
ever operated by the starvation method (excision of both external 
carotids), was one of round-celled sarcoma involving the naso¬ 
pharynx. The operation was done about ten years ago, and 
up to the present time there had been no local recurrence, but 
the patient, as reported to him, had recently developed a swelling 
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in the abdomen which was possibly malignant. The original 
lesion still remained as a shrunken, hard mass, and the question 
arose whether this was a metastasis, in spite of the shrunken, 
inactive condition of the original lesion, or whether it was en¬ 
tirely dc novo, like the fust. 

Dr. Dawbarn said that at the recent meeting of the Medical 
Association of the State of Pennsylvania lie met Dr. Laplace, of 
Philadelphia, who had informed him that lie had but recently’re¬ 
turned from Paris, where he had seen Professor Doyen, of the 
Paris llcolc dc Medicine, operate upon more than one ease of 
ineradicable cancer of the longue by excision of both carotids; 
and lie had informed Dr. Laplace that the French surgeons were 
now using that method a good deal, having found that immediately 
after its use, and while the malignant growth was almost devital¬ 
ized from starvation, X-ray and radium treatment and also scrum 
therapy, either locally or otherwise, proved more efficacious than 
at other times, because the growth could then not oppose the 
treatment, this corresponds with the now recognized fact that 
radium acts best upon malignant growths when these arc placed 
in regions comparatively devoid of vascularity. 

Dn. Liuentiiai, said that Dr. Curtis had made the state¬ 
ment, in comparing tuberculosis and cancer, that the earlier and 
more complete the operation in both of these conditions, the 
better were the chances of a cure. Dr. Lilicnthal said he in¬ 
ferred from that statement that Dr. Curtis favored the early 
surgical treatment of tuberculosis whenever that was feasible. 
Such a view was rather against the more modern trciid of 
thought in regard to the treatment of tuberculosis, which now 
favored hygienic measures, even in dealing with the operable 
eases, such as tuberculosis in the joints of children, etc. The 
fact should not lie lost sight of that operations in tuberculosis 
were not devoid of danger of spreading the disease. 

Dr. Curtis, in closing, said lie had simply made the com¬ 
parison with tuberculosis because that was one of the fields of 
surgical work in which it was seldom possible to effect a com¬ 
plete anatomical removal of all the diseased tissue, and yet, in 
spile of that fact, operations on such patients were often followed 
by a permanent cure. Personally, the speaker said, he believed 
that operation gave the best results in certain eases of tuber¬ 
culosis, particularly in adults. 



